Editorial
Admissions and discharges For those who run palliative care services, one of the major responsibilities is the formulation and administration of an admissions policy. Although this is usually considered as applying principally to inpatient services, day care and domiciliary teams also need to address the issue. At its simplest, the need is to balance resources against demand, and although a few services can do this easily, many find that demand is at times difficult to satisfy; at other times, demand may fall away and outsiders with a 'snapshot' view may complain that unnecessary amounts of money are being spent on under-employed staff.
Even if there is no problem of matching supply and demand, the question will arise from time to time as to whether palliative care involvement is in the best interests of the patient. This applies not only at the time of referral but also subsequently. Will it maximize his independence and thus enable him, or will it tend to reinforce a sickness role, and so disable him? Discharge policies must therefore run in parallel with admission policies, so that patients can be discharged from the service when goals have been achieved and independence will be maintained without specialist help.
The problem of matching supply and demand is complicated by a number of factors. Potentially the most important of these, at least in the United Kingdom, is the requirement that is increasingly being placed on palliative care services to take a wide variety of patients in addition to those with cancers. Some District Health Authorities, responsible for purchasing the health care of the populations that they serve, have made such a requirement a part of their contract with the local palliative care service. This position is driven in part by an influential report published in 1992, which recommended that palliative care services 'are appropriate and should be developed for patients dying from other disease.'1 Such a widening of the net is hardly surprising: those with malignant disease represent a finite group which can be easily defined, but there can be little moral or philosophical justification for restricting good quality palliative care to these patients alone. Indeed, those working with palliative care may have a natural reluctance to say 'no' to a request for help in a situation where difficult problems are perceived to arise, whatever the diagnosis.
There may be other pressures on services to give the same weight to those with nonmalignant diseases as to those with cancer. For example, in an article published in a British national Sunday newspaper in 1991, the author Colin Douglas (a pseudonym for a medical practitioner) wrote that hospices are 'mightily choosy'. Not only was the overwhelming emphasis on cancer, but he asked why patients should be referred 'when they are likely to be turned down either because they are dying too slowly and would therefore block a hospice bed, or because they are dying too quickly for transfer to be justified?'.2 These questions were repeated shortly afterwards in the medical press,3 and although the British palliative care movement was affronted, at the same time there was a lingering suspicion that not all of the criticisms were without justification.
These various pressures are particularly difficult to respond to in a consistent way because the magnitude of demand for specialist palliative care facilities from other diagnostic groups is entirely unknown. There is an urgent need for good research to inform both clinicians and policy makers as to the frequency, nature and severity of problems faced by those who are dying of diseases other than cancer. Even in the United Kingdom, which is relatively well provided with palliative care beds, the figures for cancer barely balance, and an extra demand of unknown size could swamp the service. Thus, there are in the UK around 160 000 cancer deaths each year; in January 1994 there were 3110 palliative care beds. 4 Allowing for a mean length of stay of two weeks, a discharge rate of 30% and an average bed occupancy of 85%, this means that up to a maximum of 48 000 cancer deaths could occur each year in such facilities. In other countries there is more likely to be a mismatch, and even allowing for the fact that no-one would see it as appropriate for all cancer deaths to occur in specialist palliative care beds, there may be considerable unmet need.
Such are the pressures to widen the net of those admitted to palliative care units, perhaps especially as inpatients. On the other side, most consultative and policy documents assert that 'most patients want to die at home'. As is frequently the way, if a statement is repeated often enough, everyone believes it. Nevertheless it can be argued that, when people say that they want to die at home, they do not mean 'come what may, I want to end my days in my own home', but rather, 'when my days come to an end, I hope that it is in such a way that I am able to be at home.'
A previous study has addressed this issue by asking patients at fortnightly intervals where they wanted to be looked after and concluded that 58% of patients had a preference of dying at home given their circumstances. In this issue of Palliative Medicine, Hinton reports his study of patients referred to a palliative home care service.6,7 He interviewed his patients at weekly intervals for the first eight weeks of follow-up, and found that in the last two or three weeks before death almost half of the patients who had previously wanted to remain at home asked to be admitted to a hospice bed if there was one readily available. Even more interesting is his finding that surviving family members do not feel that such an admission contradicts home care: on the contrary, more than three-quarters of family members who preferred home care felt that that preference had been met, even though the patient had in fact died in the hospice. The lesson seems to be that professionals should take their lead, in this as in other things, as to the most appropriate place of care from the patient and the carers, and not from any preconceived notion of what is 'best'.
Suppose that a patient has been admitted to an inpatient unit, which cannot undertake to provide on-going care because of other demands on their facilitiesa patient who is, in Douglas's words, dying too slowly. The option may then arise of transfer to another care facility. In the United Kingdom, this usually means a private nursing home, which is likely to be run as a commercial venture outside the National Health Service. A preliminary exploration of the harm that such a move -or even its suggestioncan do to patients and their families is contained in the third paper published in this issue,8 which provides further encouragement to formulate a consistent and workable policy for both admissions and discharges.
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